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. : ; DEFICIENCY,
:= ~ " | K29%:
K 000 . INITIAL COMMENTS : K QoQ, _ i
- Alife safety ducted by the state of ; - How the corrective act onds) will be
A life safety survey was conducted by the stale of : o c Trod far thace racidonf i
 Tennessee Department of Health, Division of ' accomplished for those 3 (_:‘Sld.cnts
_health licensure and regulation office of health found to have been afficted by the -
care facilities on 7/17/17. During this life safely . deficient practice. i
- survey, Baptist Health Care Center was not found | . K
fo be in SUthtaf”“E;?tOFP“tance with the ! - All emergency lighting in facility was '
requirements for icipation in - e £ Lol " TR i
Medicare/Medicaid at 42 CFR Subpart 483.70(a), |  tested for 90 minutes on 7-18-17 and |
Life safety from fire, and the related National Fire : ¥-19-17 R
Protection Association (NFPA) standard 101 - , i
2012 edition. . Bow the facikity will id entify other
: _ o i Residents having the pofential o be
The requirement at 42 CFR, Subpart 483.70(a) is : . affected by g = n .
NOT MET as evidenced by: : - affected by the same doficient
K291 NFPA 101 Emergency Lighting K291 Practice.
SS=F !
Emergency Lighting All residents have the priential to be
Emerg%n%y Iig{hﬁng of it ieast 1-1&2—h0ur c_iur?tigon : affected. On 7-18-17, the: Maintenance
|1$8p2rogv '1 e1 ga;t go r;wattca ¥ In accordance with 7.9. Director in-serviced ths maintenance
This STANDARD is not met as evidenced by - staff to ensure they understand the life
Based on observation and interview, ihe facility . safety code for testing 2inergency
faited to maintain emergency lighting with battery lighting for 90 mimues ¢ nnuzlly,
backup. This deficiency affected 8 of 8 smoke i
compartments. - What measure will be put in place !
NEPA 101, 19.7 6 _ ~ or systemic changes made fo ensures:
NFPA 101, 7.9.3.1.1(3) that the deficient pracice will not
; ; " reeur.
The finding includes: f
Observation and interview with the maintenance On 7-18-17, the Mam‘tr.‘-)r ance Director
directar on 7/17/17 at 9:41 AM revealed the . made changes to the Preventative
. emergency lighting with battery backup was not Maintenance Form that is used for
being tested for 90 minutes annually. i emergency lighting checks to provide
The maintenance director was present when the
CARORATORY DIRECTOR'S OR PROViDER:’SUF‘PLIER REPRESENTATIVE'S SIGNATURE TIFLE (X6) DATE
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following llie date of surrey whelher or nol a plan of correction i provided. For nursing homes, the above findings and plans of _corr_ectton are dlsclose_abie 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of con zction is requisile o continued
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{X471D , SUMMARY STATEMENT QF DEFICIENCIES 0 ' PROVIZER'S PLAN OF'E CRRECTION {#5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : {EACH CORRECTIVE ACTININ SHOULD BE ! COMPLETION
TAG I REGULATORY OR L3C IDENTIFYING INFORMATTON) TAG ' CROSS-REFERENCED TO THE APPROFPRIATE : DATE
| 5 , DEFICIENCY)
K 000 , INITIAL COMMENTS . K000,

: |
A life safely survey was conducted by the state of ! ' :

- Tennessee Department of Health, Division of '- K2 Gi Condraued

. healih licensure and regulation office of health '

: : wx Tor a 120 minute
* care facilities on 7/17/17. During this fife safety . a check box for annya o

. survey, Baplist Health Care Center was not found . lestng.

“to be in substantial compliance with the : .
requirements for participation in How the facility will oonitor its
Medicare/Medicaid at 42 CFR Subpart 483.70(2), corrective actions to ensure the

Life safety from fire, and the related National Fire iont nractice is bei .
. Protection Association (NFPA) standard 101 - deficient practice is being corrected

' 2012 edition. - and will not recur.

The requirement at 42 CFR, Subpart 483.70(z) is - The Mamtenance Dircctor or
NOT MET as evidenced by: : : Administrator will report findings of

2;?:- : NFPA 101 Emergency Lighting : K291 (e Preventative Maintenance Log to
) Emergency Lighting f the monthly Quality Aj.ssut'&m‘ce '
Emergency lighting of at least 1-1/2-hour duration . Performance Improvemnent Committee
Is provided autornatically in accordance with 7.9. -~ {mecmbers include: Conumittze
18.2.9.1, 19.2.9.1 _ Chairperson — Adminis rator; Dircctor

This STANDARD s not met as evidenced by:
Based on abservation and interview, the facility
failed to maintain emergency lighting with battery |

of Nursing; Medical THector; Dietary
Director; Pharmacy Representative; !

backup. This deficiency affected 8 of 8 smoke Social Services Direcior; /_’x_cﬁvhies
compartments. ' Director; Environmentz Director/

Safety Representative; nfection
Control Representative: Staft
Development Coordinator;

NFPA 101, 19.7.6
NFPA101,7.9.2.1,1(3)

The finding includes: : ~ Rehabilitation Directer . and Medical
: . Records Director.) ongning for further
- Observation and interview with the maintenance : © suggestions and/or follow up as

director on 7/17/17 at 9:41 AM revealed the

- M . needed.
. emergency lighting with battery backup was not
_being tested for 90 minutes annually. ; . Date of Compliance: 8-17-17
The maintenance director was present when the
IABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE - {X5) OATE

W.La—;ﬁ /QJMLL; /Qﬂ/m.‘nr'b%@ A X/H /i

Any deﬁcie?lcy stalement ending will: an asterisk {*} denates a deficiency which the instifulion may be excused from carredling providing it is determlned that
olher safeguards provide sufficient protection Lo the palients. {See instructions.) Excepl for nursing homes, the findings staie 1 above are disclosable 90 days
following the date of survey whether or not 2 plan of correction is provided, Far nursing homes, the above findings and plars of corection are disclosabla 14
days (ollowing the date these documents are made available lo the facilily. if deficiencies are ciled, an approved plan of edrr:ction is requisile to continued
pragram padicipation.
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i SUMMARY STATEMENT OF DEFICIENCIES o : PROVIDER'S PLAN OF .CORREGTION ; {%5)
PREFX | (EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE P COMPLETION
i REGULATORY OR LSC IREMTIEYING INFORMATION) TAG I CROSS-REFERENCED TO T} E APPIOPRIATE OATE
i ; DEFICHTNLY )
:' ] 'K 324: :
K291, Continued From page 1 K 281. |
deficiency was identified and was acknowledged - " How the corrective action(s) will be |
: by the administrator during the exit conference on . _ . ;
P accomplished for those residents |
SFTNMT. , . :
K 324 NFPA 101 Cooking Facilities K 324" found to have been affected by the

$8=D:

Cooking Facilities
Cooking equipment is protected in accordance
. with NFPA 86, Standard for Ventilation Control
and Fire Protection of Commercial Caoking
" Operations, unless:
* residential cooking equipment (i.e., small
-appliances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2,19.3252
. " cooking facilities cpen to the corridor in smoke
“compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,
- or
- * cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under -
' 18.3.2.5.4,19.3.2.54.
Cooking facilities protected according to NFPA 96 -
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
caorridor.
18.3.2.5.1 through 18.3.2.5.4, 18.3.2.5.1 through
18.3.2.5.5, 8.2.3, TIA 12-2

. This STANDARD is not met as evidenced by:
Based on observation and interview, the facility

. failed to maintain the commerciaj cocking

- equipment. This deficiency affected 1 of 8 smoke

: compartments.

NEPA 101, 19.7.6

, deficient practice.

. The stove/ griddlc was secured to the
“wall on 7-19-17 1o prevent over
extension of the gas line,

- How the facility will identify other ;
- Residents having the potential to be
“affected by the same delicient

- practice.

- The Maintenance Directcr in-serviced

the maintenance staff on 7/19/17 to
ensure they fully vnderétand the
preventative maintenance schedule

- and the components to waat needs to

- be inspecied such as ensiring
stove/griddle secured to:the wall and
prevention of over extending the gas

line.

- What measure will be put in place |
or systemic changes miz de to ensurcj
 that the deficient practice will not |
_reeur. lj f
" A preventative maintenar ce form was !
“put in place on 7/19/17 to chedk all
equipment and safety funstions of the
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULI PREFIX | (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
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! : : DEFICIENGY | i
B ! H |
K 291 Continued From page * . K201 K224 tonds aved
_ deficiency was identified and was acknowiedged - | dietary department. This will be
b}f1%i;37azdmlnzstrat0r during the exit conference on : t,omplcled monthiy ongoing beginning
‘J' .
' . ' on 7/19/17.
K 324 NFPA 101 Cooking Facilities . K 324'
S5=0 . l ape . . .
- Cooking Facilities . . How the facility wil} ranitor its
- Cooking equipment is pretected in accordance . corrective actions to ¢osure the

_with NFPA @8, Standard for Ventilation Control
and Fire Protection of Commercial Cooking
' Operations, unlgss;
* residential cooking equipment (i.e., small

deficient practice is being corvected -

i
i
" and will not recur. !

. appliances such as microwaves, hot plates, - The Maintenance Director or
: toasters) are used for food warming or iimited . Administrator will report findings of
cooking in accordance with 18.3.2.6.2, 19.3.2.5.2 ' the Preventative Maintenance Report

* cooking facilifies open o the corfidor in smoke

" compartments with 30 or fewer patients comply ~ to the monthly Quality /.ssurance

with the conditions under 18.3.2.5.3, 19.3.2.5.3, - Performance Jmprovemoent Committee -
or ~ {members include: Cartynittee

* cooking facilities in smoke compariments with - Chairperson — Administ ator; Director

30 or fewer patients comply with conditions under - of Nursing; Medical D¥rzctor; Dietary

18.3.2.5.4, 19.3.2.5.4.

Caoking facililies protected according to NFPA 96  Director; Pharmacy Represertative;

per 8.2.3 are not required to be enclosed as Social Services Directaor; Activities
_hazardous areas, but shall not be open to the - Director; Environments] Director/ .
- corridar. Safety Representative; Tifection i

18.3.2.6.1 through 18.3.2.5.4, 19.3.2.6.1 through  Coutro) Representative/Staff |

. Development Coordingt)r;
' Rehabilitation Director; and Medical
- Records Director.) ongoing for further

: f - suggestions and/or follow up as
~This STAMDARD is not met as evidenced by: : needed.

118.3.2.5.5,9.2.3, TIA 122

Based on observation and interview, the facility : L

. failed to maintain the commercial cooking .' : Date of Compliapec: 8-17-17
equipment. This deficiency affected 1 of 8 smoke '

: compartments

'NEPA 101, 18.7.6
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Evacuation and Reiocation Plan

. There is a written pian for the protection of ali
- patients and for their evacuation in the event of
| an emergency.

Employees are periodically instructed and kept
informed with their duties under the plan, and a
copy of the plan is readily available with tefephone
operator or with security. The plan addresses the

.basic response required of staff per 18/19.7.2.1.2

and provides far all of the fire safety plan
components per 18/1¢.2.2.

18.7.1.1 thiough 18.7.1.3, 18.7.2.1.2, 18.7.2.2,
18.7.2.3, 19.7.1.1 through 19.7.1.3, 19.7.2.1.2,
18.7.2.2,18.7.2.3

This STANDARD is not met as evidenced by:
Based on observation, record review and

"interview, the facility failed to ensure required
“documents and training were being maintained.

This deficiency affected 8 of 8 smoke

compartments.

NFPA 101, 19.7.2.2(3)

NFPA S5, 10.5.7
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{x4) ID : SUMMARY STATEMEMNT OF DEFIGIENCIES 1 : PROVIDER'S PLAN OF CORRECTION . {59
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIE ACTIO ¥ SHOULD BE © COMPLETION
TAG : REGULATORY QR LSC IDENTIFYING INFORMATION) THG . CROSS-REFERENCED TO T4 APPROPRIATE DATE
! , : DEFICIENGY) ;
‘5 _ K 711
K 324, Continued From page 2 K324,
NFFPAS4.18.5.4.4.7 - How the corrective action(s) will be
The finding inciudes: accomplished for those resrdcnts
: formd to have been affected by the
~ Observation and interview with the maintenance deficient practice.
director on 7/17/17 at 10:24 AM revealed the : :
stove/griddle was on casters and not secure to Dietary staff was in-servised on how
prevent overextension of the flexible gas line. _ .
= ~and when to usc the hood suppression
. The maintenance director was present when the system by the Mainlenaine Director
deficiency was identified and was acknowledged on 7-18-17.
- by the administrator during the exit conference on - “The Fire Plan was updated by the
AT . : -1 Maintenance Director on 8/8/17 to
K711 NFPA 101 Evacuation and Relocation Plan K711- 1 . .
8S=F | include that the front nuesing station

nurse is to dial 911 when fire alarm
“sounds as a back up to potifying

' emergency services.

How the facility will identify other
'Residents having the poiential to he
- affected by the same deficiert

practice.

All residents bave the patsntial to be
“affected. All staff in all departments |
will be in-serviced on tha updated Fire
“Plan by 8-17-17 which in:Iudes front
“nursing station nurse noti ving 911 :
when fire alarm sounds as a back up to !
notifying emergency serv ces. All new
hire staff will be in-serviced during :
their ortentation period. Lietary staff
were in-serviced by the v aintenance
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{X4y IO | . SUMMARY STATEMENT OF DEFICIENCIES iD I PROVIDER'S PLAN OF CORRECTION : (X5)

BAPTIST HEALTH CARE CEMTER

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFSX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLErON
TAG °  REBULATORY OR LEC iDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO ¥+ EAPPROPRIATE | DATE
; i : DEFIGEMNY .

) _ ' Director on 7-18-17 on how and when
K711, Continued From page 3 - K71 g use the hood suppression system.
: C,s_) nl f\ué.c"
The findings inciude:
: 9 | What measure will be put in place
. Observation, record raview and interview with the ? or systemic changes made te ensure
. maintenance director on 7/17/17 between 10:02 - . that the deficient praciice will not
. AM and 10:15 AM revealed; j C e

1. There was no backun 911 call fo the fire - ) . )
! © . The Maintenance Director will

department, 5 . . ;

2. One of two digtary staff interviewed was not - monjtor dictary staff knc wiedge on
familiar with the hood suppression system and  how and when to use she hood
components. . - suppression system mowhly ongoing

The maintenance director was present when the _ utilizing a Iog to record 1esponses and _
. deficiencies were identified and was sany extra trawning on the system that

“acknowledged by the administrator during the e><|t - was completed. This wil' be initiated

" conference on 7/17/17. -on 8/9/17. The Maintenince Director
K920 NFPA 101 Electrical Equipment - Pawer Cords K920 will ensure during fire diills that starf

§s=D and Extens -are able to voice that the front nursing

 Electrical Equipment - Power Cords and station nurse will dial 911 in addition

Extension Cords : to the fire alarm soundiag and keep
Power sirips in a patient care vicinity are onty record of such along with any
used for components of movable ‘additional documentatin for lraining

patient-care-related electrical equipment

(PCREE) assembles that have been assembled  that 1s needed. This wil! be initiated

by qualified personnel and meet the conditions of . _ by$/17/17.

10.2.3.6. Power strips in the patient care vicinity

may not be used for non-PCREE (e.q., personal : How the facility will m¢ nitoy its
. electronics), except in long-term care resident ‘corrective actions to ensure the

rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or Ul 80601-1. Power
strips for non-PCREE in the patient care rooms
(outside of vicinity} meet Ut 1363, In non-patient _ :
care rooms, power strips meet other UL “The Maintenance Directcr or

. standards. All power strips are used with general . Administrator will report findings of
precavtions. Exiension cords are not used as a the Hood Suppression Leg and ;equh%

- substitute for fixed wiring of a structure. o S IR

; -of the Fire Drilis to the 7 onthly

‘deficient practice is being corrected
fand will not recur.
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{#4) 1D SUMMARY STATEMENT GF DEFICIENCIES ) o j PROVIDER'S PLAN OF HRREC‘T 1O i {%5)
PREFIX - {EAGH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTIC N SHCULD BE © COMPLETIOM
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' Quality Assurance Performance
K711 Improvement Committec {members
pedarutd | i include: Committee Chairperson —
: Administrator; Director of Nursing;

K711 » Continued From page 3

The findings include;

Observation, record review and inerview with the . Medical Director; Dieter Director;
- maintenance direcior or: 7/17/17 between 10:02 . Pharmacy Representative:; Sowial
| AM and 10:15 AM revealed; : Services Director; Activities Director:
1. There was no backup 911 call io the fire _ Enwromnerfcal DHCCK.M SE,{[CW
department. : Representative; Infection Control
2. One of two dietary staff interviewed was not Representative/Staff Development
familiar with the hood suppression system and Coordinator; Rehabiiitatisn Director;
~components. _, and Medical Records Dirscior.)
' The maintenance director was present when ihe ongoing for further sugge stiors and/or
. deficiencies were identified and was ’ follow up as needed.
acknowledged by the administrator during the ex:t ‘ : . . .
corforomee on T2 ; Date of Comnpliance: 3-17-17
K820 NFPA 101 Electrical Equipment - Power Cords K920 ¥ 920:

gs=0 =and Bxtens

Electrical Equipment - Power Cords and - How the corrective action{s) wili be

Extension Cords j - accomplished for those residents
Power strips in & patient care vicinity are only _ ! found to have heen affected by the
used for components of movable - deficient practice.

patient-care-related elecirical equipment
(PCREE) assembles that have been assembled

by qualified personnet and meet the conditions of ' The multi-plug adaptors were

10.2.3.6. Power slrips in the patient care vicinity “removed from Room 43 and 42 on

ray not be used for non-PCREE (e.g., personal 7120717 and replaced wih regulatory
_electronics), except in long-term care resident ; compliant equipment on 7/20/17. The

rooms that do not use PCREE. Power strips for  extension cord was removed from

PCREE meet LA 13634 or UL 606G1-1. Power ) .
strips for non-PCREE in the patient care rooms : R(.}om 4% on 7/20/17 afl‘l lc])]*'5‘_CCd _
(outside of vicinity} mest UL 1363. In non-patient . with regulatory comphait equipment
care yooms, power strips meet ather UL ; Con 7120117,

; standards. All power strips are used with general - :

. precautions. Extension cords are not used as a

- substitute for fixed wiring of a structure,
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How the factlity will i¢ entify other
Residents having the yotential fo be
affected by the same deficient

K 820, Continued From page 4 ; K 820,

- Extensicn cords used temporarily are removed
- immediately upon completion of the purpose for

“which it was instatied and meets the conditions of | ; practice. -i
10.2.4. ’ ;
10.2.3.6 (NFFA 89), 10.2 4 (NFPA 99), 400-8 : . All residents have the pytential to be

(NFPA 703, 590.3(D) (NFPA 70), TIA 12-5 1

This STANDARD  is not met as evidenced by: affected. A full faciiity a1ssessment by

Based on observation and interview, the facility - the Maintenance Director was
failed to ensure efectrical system was maintained. - - conducted on 7/18/17 % ensnre no
. This deficiency affected 1 of 8 smoke _- ~ further multi-plug adapiors cr
compartments, " : extension cords were in use.
NFPA 101, 19.76 | _ _ _
NFPA 99, 10.2.4 : ¢ What measure will be put in place
' or systemic changes made to ensure
The findings include: ~' . that the deficient practice will not
: | recur.

Observafion and interview with the maintenance
director on 7TH7/17 betwaentd: 50 AM and 11:59

- AM revealed: _’  Weekly room checks wre initiated on .
_ _ : ~ 7/18/17 to be performec. by the
T. [Room 43 the hospital bed was plugged into a - maintenance department to cosure no

muiti-plug adapter.
2. Room 42 a multi-plug adapter in use in the
patient care area.

further issues with unag proved mulii-
plug adaptors or extension cords

3. Roam 41 the oxygen concentrator was : ongoing. Only UL 1353 A power
plugged into an extension cord in the patient care | strips to be utilized if needed in the
area. , facility.

The maintenance direclor was present when the
deficiencies were identified and was
acknowledged by the administrator during the exit :
conference on 71717, :
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K 920 . Continued From page 4

Extension cords used temporarily are removed
immediately upon completion of the purpose for
which it was instalied and meets the conditions of
10.2.4. '
10.2.3.6 (NFPA 88}, 10.2.4 (NFPA 99), 400-8
(NFPA 70}, 580.3(13) (NFPA 70), TIA12-5

This STANDARD s not met as evidenced by:
Based on observation and interview, the facility
failed to ensure electrical systermn was maintained.
This deficiency affected 1 of 8 smoke :
compartments.

NFPA 101, 18.7.6
NFPA 99, 16.2.4

The findings incliude:

Ohservation and interview with the maintenance
director on 7/17/17 between11: 50 AM and 11:5%
AM revealed;

1. Room 43 the hospital bed was plugged into 2
multi-plug adapter.

2. Room 42 a3 multi-plug adapter in use in the
patient care area.

3. Room 41 the oxygen concentrator was
plugged into an extension cord in the patient care
area.

The maintenance director was present when the
deficiencies were identified and was :

“acknowledged by the administrator during the exit ;
conference on 7H7/17.

K g20. How the facility will tnomitor its
corrective actioms to ansure the
- deficient practice is heing corrected
 and will not recar.

The Maintenance Director or
Administrator will report findings of
- the Weekly Room Checks to the
monthly Quality Assurarce ;
Performance Tmprovement Commitiee |
“(members include: Comriittes _
. Chairperson — Adminisir sior; Director |
of Nursing; Medical Director; Dietary
> Director; Pharmacy Represertative;
-Social Services Director: Activities
Director; Environmental Director/
Safety Representative; Infection
Control Representative/Staffl
Developmeni Coordinator;
Rehabilitation Director; and Medical
Records Director.) ongoing for further
suggestions and/or follow up as
needed. |

Date of Compliamee: §-17-17

| ﬁ/jr?/w.
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